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Introduction 
Tenosynovitis is defined as inflammation of a 
tendon sheath. In established cases it often presents 
as painful swelling associated with gradual loss of 
movement and palpable synovial thickening with 
nodularity and crepitus in the affected tendons. The 
cause of such inflammation may include autoimmune 
phenomena as in rheumatoid arthritis, bacterial 
infection and in the following cases, mycobacterial 
infection with mycobacteria other than tuberculosis 
(MO-l-f). 
Infections of soft tissue and joints with MOTT 
have been previously described (14) in addition to 
pulmonary and other extra-pulmonary sites. 
Mycobacterium marinum infection has been identi- 
fied as a hazard of leisure pursuits (5,6) and cutane- 
ous mycobacteriosis (7,8) such as ‘fish tank 
granuloma’. This organism is less often reported 
involving deeper tissues such as the tendon sheaths in 
tenosynovitis (9,lO). 
Mycobacterium kansasii has been reported in 
pulmonary disease (11,12) but is much less often 
implicated in chronic bone and joint infection, 
especially of the wrist and hand (1,13). 
Both organisms share similar microbiological char- 
acteristics; both are slow growing photochromogens 
(M. marinum optimally cultures at 30°C; M. kansasii 
at 37°C) (14). These organisms have been isolated 
from both domestic and environmental water sources 
(15-17) and can be difficult to demonstrate on direct 
staining (1). 
Both organisms share sensitivities to rifampicin 
and resistance to pyrazinamide, and choice of an 
optimal second therapeutic agent can be difficult. 
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The following cases illustrate these features and 
other important factors to be considered in diagnosis 
and management. 
Case A 
A 3%year-old housewife presented 3 months after 
sustaining a laceration to the base of her right thumb 
off the edge of a fish tank at home. This laceration 
healed uneventfully. Six weeks later she developed 
pain and paraesthesia on the right side of her right 
index finger and thumb, which was diagnosed and 
treated as a carpal tunnel syndrome with steroid 
injections by her general practitioner. Over the next 4 
weeks a mass appeared over the base of her right 
thumb with increasing loss of first metacarpo- 
phalangeal joint and wrist movement. She was 
referred for orthopaedic assessment to another hos- 
pital. Exploration and biopsy subsequently showed 
chronic inflammation of the synovium of the tendon 
sheaths with granulomas. No culture for myco- 
bacteria was sent at this time. Due to recurrence of 
the mass she was referred to this centre where repeat 
exploration and radical synovectomy were under- 
taken. Ziehl-Nielsen stain was negative; histopathol- 
ogy (Plates 1 and 2) showed numerous epithelioid 
granulomata with Langhans-type multi-nucleated 
giant cells with foci of necrosis and suppuration. Her 
chest radiograph was normal, no bony destruction 
was noted on radiographs of her right hand and 
Mantoux 10 Tu was positive. There was a history of 
childhood BCG vaccination. Culture of biopsy 
material grew Mycobacterium marinum, borderline 
sensitive to rifampicin, sensitive to ethambutol, resis- 
tant to isoniazid, pyrazinamide and streptomycin. 
She was commenced on rifampicin ( 10 mg kg - ‘) and 
ethambutol (15 mg kg - ‘) daily with concomitant 
physiotherapy, and made a marked improvement in 
both appearance and function. Treatment was dis- 
continued after 9 months. However. due to the 
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Plate 1 Synovial surface (at top) with underlying skeletal 
muscle and tendon infiltrated by numerous epitheloid 
granulomas. (Case A: H & E x 40). 
reappearance of symptoms and a small mass in the 
same area after 1 month, the same treatment was 
recommenced to complete a total of 18 months with 
no further sequelae. She continues to have excellent 
function in her right thumb and index finger. 
Case B 
A 20-year-old male student presented with a 2-yr 
history of swelling in the flexor aspect of his right 
index finger, associated with gross limitation of flex- 
ion. Three months prior to the initial appearance of 
this mass he had sustained a laceration to the right 
index finger from a metallic object underwater while 
snorkelling in the Mediterranean. This appeared to 
heal uneventfully but while windsurfing 3 months 
later, he noticed a swelling in the flexor aspect of his 
right index finger. This gradually enlarged with 
increasing loss of function until he presented to this 
centre for exploration and biopsy. Chest X-ray was 
clear, Mantoux test 10 Tu was positive with 20 mm 
induration. Neonatal BCG had been given. Radical 
synovectomy was performed. 
On exploration a marked chronic granulomatous 
synovitis was observed; Ziehl-Nielsen stain was nega- 
tive, but culture subsequently yielded Mycobacterium 
kansasii, sensitive to rifampicin and ethambutol; 
resistant to isoniazid and pyrazinamide. 
Due to maternal rubella infection prenatally he 
had a history of congenital cataract and nystagmus 
with impaired vision and as a consequence, ethambu- 
to1 was not used therapeutically. He was commenced 
rifampicin (10 mg kg - ‘) and isoniazid 
;1?5 mg kg - ‘) daily with physiotherapy for 1 yr and 
made a marked clinical improvement with almost 
normal function. 
Plate 2 Chronically inflamed synovium including two epitheloid granulomas. (Case A: H & E x 125) 
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Discussion 
Tenosynovitis is defined as the inflammation of 
tendon sheaths. These two cases illustrate many of 
the characteristic features of MOTT tenosynovitis in 
aetiology, clinical presentation and management. 
Factors which seem to predispose to the development 
of MOTT tenosynovitis include injury and steroid 
injection (13,18,20) as in case A. The history of an 
injury to the right hand, in each case sustained during 
participation in a water sport or hobby, is considered 
important. This is the most likely source and route of 
infection with MOTT as these mycobacteriae can be 
cultured from varied aquatic sources (15-17). The 
time to presentation and diagnosis is comparable to 
previously reported cases, and presentation as a 
carpal tunnel syndrome is not unusual (1). Significant 
delay in correct diagnosis can be avoided by culturing 
and staining the initial biopsy or aspirate specimens 
for mycobacteria. Treatment must be guided by 
culture sensitivities. There is increasing use of newer 
agents in MOTT tenosynovitis in addition to the 
standard anti-mycobacterial agents. This group 
includes quinolones (14,21), macrolides (22) tetracy- 
clines (23), sulphonamides and trimethoprim (14). 
The optimal duration of treatment for MOTT teno- 
synovitis is not known (24) but may be as long as 18 
months as described in case A. Radical synovectomy 
may be necessary to achieve optimal long-term 
results. 
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